Elastomeric balloon pump: Use of triway to fill! Sir, Elastomeric infusion pumps, also known as balloon pumps, of volume ranging from 100 to 400 ml, are designed to deliver medications (local anaesthetics, opioids and anticancer drugs) to ambulatory patients through intravenous, intra-arterial, subcutaneous or epidural route. [1] Elastomeric balloon reservoirs can be filled by syringes manually. The operation of these devices may be time consuming and cumbersome and may potentially introduce infection as it requires multiple attempts of loading of diluents and drugs in the reservoir pump.
The filling instructions as provided by various manufacturers recommend the use of syringe for filling the pump under complete aseptic precautions.
Filling of the pump requires that the entire unit to be kept in a vertical position without grasping the infusor device as shown in Figure 1 . [1] We suggest an alternate simple, convenient and less time consuming method of filling the elastomeric pumps. We employed a sterile, plastic collapsible bottle 500 ml normal saline, an intravenous drip set, a triway and 20 ml or 50 ml syringe with Luer lock as shown in Figure 2 . The triway is connected to filling port of infusion pump. The main port of triway is connected to the drip bag and the side port to the syringe as shown in Figure 3 . Strict aseptic precautions among others should be exercised during assemblage of components and during filling of reservoir pump. Using this simple assembly, elastomeric infusion pumps can be filled with relatively much more ease.
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Wire guided fibreoptic retrograde intubation in a case of glottic mass
Sir,
A 65-year-old gentleman presented to our Otorhinolaryngology department, with a history of progressive change in voice and noisy breathing. Pre-operative nasopharyngolaryngoscopy revealed an exophytic growth involving left vocal cord extending into vestibule, arytenoid and anterior one-third of the right vocal cord. The left hemi larynx was fixed with restricted mobility of the right vocal cord as well, with posterior airway of 4-5 mm. A diagnosis of carcinoma glottis was made and he was posted for micro laryngoscopy and biopsy under general anaesthesia. Pre-anaesthetic evaluation of airway was Mallampati III with mild limitation of neck extension, thyromental distance of 5 cm and mouth opening of 3 finger breadths. The pre-operative room air saturation was 97% and inspiratory stridor was audible. The patient was not prescribed any sedative premedication, due to compromised airway. The life-saving back-up plan was emergency tracheostomy.
Our plan A was to proceed with awake fibreoptic intubation technique. Intravenous access was secured and monitors were placed as per the American Society of Anesthesiologists guidelines. An informed consent was taken after explaining the risks and benefits of the procedure. The patient's airway was topicalised with bilateral superior laryngeal nerve block and transtracheal block using 2% preservative-free
